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Hansen -New (2nd) Edition! 


Study Guide & Review of Practical Nursing 


Thoroughly revised—now more helpful to you than ever in studying for licensure 
or for reviewing any course in the practical nursing curriculum. All outlines are 
up-to-date; many are new (such topics as cancer, rehabilitation, skin, gastro- 
intestinal tract). Hundreds of new situation type questions have been added. 
Answers are in the back of the book. More emphasis has been placed on the re- 
sponsibilities of the practical nurse when working alone or as a member of a 
team. 


By HELEN F. HANSEN, R.N., M.A., Formerly Executive Secretary, Board of Nurse Examiners, California, 
Sacramento. 398 pages, illustrated. $4.25. New (2nd) Edition! 





Bower, Pilant and Craft-New (8th) Edition! 
Communicable Diseases 


This is one of the handiest, up-to-date references you can own for nursing of 
communicable diseases. Each disease is described separately including; definition, 
etiology, pathology, incubation period, symptoms, diagnosis, differential diag- 
nosis, treatment and complete nursing care. Under nursing you'll find all the de- 
tails on today’s general management, personal hygiene, diet, and convalescence. 
By ALBERT G. BOWER, A.B., M.S., M.D., F.A.C.P., Chief Physician, Communicable Diseases Hospital, Los 
Angeles County General; Emeritus Clinical Professor of Medicine, College of Medical Evangelists and 
also of the University of Southern California Schoo! of Medicine; Consultant to 9 hospitals; the late 


EDITH B. PILANT, R.N.; and NINA B. CRAFT, R.N., B.S., M.S., Director of Nursing Services and Educa- 
tion, Los Angeles County General Hospital. 704 pages, illustrated. $7.50 New (8th) Edition! 





Brooks- A New Book! 
Basic Facts of Medical Microbiology 


Amazingly clear, concise and complete, this book describes all the important dis- 
eases caused by living organisms. Characteristic symptoms, diagnosis, course and 
treatment are simply explained. You'll find up to date help on such topics as: 
poliomyelitis vaccine, adenoviruses, chemotherapy and new diagnostic tests. The 
illustrations are unique. The glossary and appendix are extensive. 





' M. BROOKS, M.S., Science Instructor, Lasell Junior College, Auburndale, Mass. Formerly, 
Instructor in the Sciences, School of Nursing, Muhlenberg Hospital, Plainfield, New Jersey. 306 pages, 
123 illustrations. $4.75 New! 





Manhattan -New (10th) Edition! 
Eye, Ear, Nose and Throat Nursing 


NW 3-58 
W. B. SAUNDERS COMPANY West Washington Square, Phila. 5, Pa. 


me the following books post- 


This book explains all the nursing procedures for diseases of the eye, ear, nose 
and throat. Anatomy and physiology are briefly covered; each disease is clearly 
and concisely described. Pre- and postoperative nursing care are detailed with ex- 
planations of dressings, therapeutics and instruments. A brand new chapter on 
Reconstructive Surgery of the Face has been added. Today’s concepts of medical 
and surgical treatment and rehabilitation have all been included in this revision. 


From the Manhattan Eye, Ear and Throat Hospital, New York City. 308 pages, illustrated. $4.50 
New (10th) Edition! 
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480 LEXINGTON AVENUE NEW YORK 17, N. Y¥Y - YUKON 6- 
TO: Our Readers March 1, 1958 
FROM: The Editor 
RE: New Ownership and Management 


Dear Reader: 


Today while looking over the first issue of NURSING WORLD (then The Trained 
Nurse), I got a glimpse of Margaret Elliot Francis Sirch preparing the first 
issue of the magazine for the press. In her editorial she said, "We feel 
like making an apology for appearing So late but we are glad to be here after 
all. Perhaps it will be just as well to omit the formal salutation—the 
outline of our hopes and expectations and let each visit of our journal 
tell the story of what we mean to do and to be. We mean to be a help, a 
guide, an inspiration..." 


The above quotation expresses our sentiments today. While the magazine 
was born in the face of difficulties, and it has had its ups and downs 
throughout the years, its purpose has been and is to Serve as a medium of 
communication on nursing subjects and to encourage self-expression on the 
part of nurses. This part of its mission, we believe, has been fulfilled. 
It was in the spring of 1888 that Mrs. Sirch conceived the idea that there 
Should be some means for “postgraduate education” for nurses through sub- 
sequent reading about new medical and nursing practices. She also was 
cognizant of the isolation which graduate nurses experienced when they 
were cut off from their schools and destined to work with one or two doc- 
tors in scenes far removed from any scientific stimulus. Mrs. Sirch dis- 
cussed this problem with Alfred E. Rose, the publisher who launched the 
now-historic advertising character "Sunny Jim." Together they proposed 
at once a magazine for nurses that would be national in Scope, and Mrs. 
Sirch, who was at that time the superintendent of nurses at the Buffalo 
General Hospital, accepted the editorship. Since then, the oldest nurs- 
ing journal in America has withstood the scrutiny of time. 


And now aS we approach the important milestone of the magazine's seventi- 
eth year of publication, we think it is time fer recollection, but with an 
eye to the future. In future issues, we shall probe into past events and 
compare them with the present, because it is a study of the past that gives 
us a glimpse of what the future holds. We plan, each month, to give broad- 
er coverage of news, national and international; and to have articles on 
the legal aspects of nursing; trends in nursing; interviews with key 
nurses on current topics; and Who's Who in nursing. 


Starting with this issue, NURSING WORLD will again be published monthly, 
and your subscription will be extended to cover the full number of issues 
for which you subscribed. NURSING WORLD is now under new ownership and 
management, with offices at 480 Lexington Avenue, New York 17, N.Y. Our 
new publisher is Nicholas Martini, who is interested in the problems and 
welfare of nurses and in the affairs of health in general. You will find a 
story about Mr. Martini on page 7. 


To all of our friends across the nation and throughout the world, we extend 
a cordial invitation to visit us in our new offices and browse through the 
rich contributions to nursing literature which we have inherited. 


Sincerely, 
Vege A TUL RN. 


Virginia A. Turner, R.N. 
Editor 
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IN THIS ISSUE a 


COVER: Nurses should know 
“How to Help a Patient Dur- 
ing an Emotional Crisis’ (page 
8). Elizabeth M. Gregory, R.N., 
explains how she prepares her 
obstetrical nursing students to 
meet their patients’ emotional 
needs 





Elizabeth M. Gregory, R.N., author of 
“How to Help a Patient During an Emo 
tional Crisis” (page 8), is a graduate 
of St. Mary’s Hospital, Detroit, Mich 
She received her B.S. degree from Mount 
St. Mary’s College in Los Angeles, Calif., 
and taught at St. Vincent’s College School 
of Nursing in that city for eight years 
After receiving her Master's from the 
University of California, Los Angeles, 
where she majored in obstetrics and pedi 
atrics, Miss Gregory joined the faculty of the University of 
California in San Francisco. She is now teaching obstetrical 
nursing at Incarnate Word College, Division of Nursing, 
San Antonio, Tex. 





Elizabeth Gregory 


“Why Not Visiting Nurse Service in Pre 
paid Medical Programs?” asks Thomas 
P. Weil on page 12. He points out that 
the first phase of a two-year pilot study 
conducted by the Associated Hospital 
Service of New York indicated that the 
patients and physicians included in the 
study were pleased with the visiting nurse 
care provided in lieu of some hospital- 
ization benefits. After receiving his B.A 
degree from Union College, Albany, N.Y., 
Mr. Weil served 18 months with the U.S. Army in Germany 
He returned to study hospital administration at the Yale 
School of Medicine, Department of Public Health, and is 
currently administrative resident of the Mount Sinai Hos 
pital, New York City. 





Thomas P. Weil 


An appliance designed to aid the nurse 


* move and lift helpless patients is de 
; scribed in “The Use of the Liftee’” (page 
' 15) by its inventor, Bernice Fash. Miss 
Fash has been an instructor at the Cook 
County School of Nursing in Chicago, 
Ill., for 22 years and is the author of 
two books, Body Mechanics in Nursing 
Arts and Kinesiology in Nursing. In this 
article she also explains the necessity for 
good body mechanics in nursing. 
Irwin Deutscher continues his series on the report A Survey 
of the Social and Occupational Characteristics of a Metro 
politan Nurse Complement with a discussion of the nurse’s 
participation in the affairs of the nursing community. In 
“The Graduate Nurse and Her Professional Organizations” 
page 23), Mr. Deutscher shows how her membership in 
these organizations is an indication of her professional in 
volvement 


- 


Bernice Fash 
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Reports 


Dynamics of Teaching 
Workshop: 

The University of Nebraska, 
through the facilities of its School 
of Nursing and the Nebraska Psy 
chiatric Institute, will conduct a 
workshop on The Dynamics of 
Teaching, March 24-28. 

The subjects to be covered, by 
seminars, conferences, psychodra- 
ma, and other individual and group 
activities, include: the nature of 
communication; the dynamics of 
interpersonal reactions; the dynam- 
ics of group interaction; and the 
evaluation of progress in learning. 

Consultants at the workshop will 
be: William A. Hunt, Ph.D., pro- 
fessor and chairman of the Depart- 
ment of Psychology at Northwest- 
ern University; Eleanor P. Bowen, 
R.N., formerly professor of nursing 
education, Boston University and 
curriculum consultant for the World 
Health Organization in Formosa; 
and Esther Lloyd-Jones, Ph.D., 
professor and head of the Depart- 
ment of Guidance and Personnel 
Administration, Teachers College, 
Columbia University. 


A.N.A. Convention: 

The American Nurses’ Associ- 
ation will hold its 41st annual 
convention, which is to carry out 
the theme “The Professional Nurse 

Practitioner and Citizen,” in At- 
lantic City, N.J., during the week 
of June 9th 

Daily registration fees for the 
convention will be $3 for members 
and $5 for visitors; weekly rates 
will be $8 for members, $10 for 
visitors. Official headquarters for 
the annual meeting will be in the 
Atlantic City Convention Hall 


Scientific Session: 

The New York State League fot 
Nursing will conduct two identical 
scientific sessions—in New York 
City and in Syracuse, N.Y.—on 
The Physiology of Urinary Conti 
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nence. The New York City ses- 
sion will be held March 18-19; the 
Syracuse session is scheduled for 
May 13-14. 

The fees are: league members 
and university students, $5.00; non- 
members, $10. Applications should 
be sent to Mary M. Richardson, 
President, New York State League 
for Nursing, 385 State Street, Al- 
bany 10, N.Y. 


Safety Conference: 

The Greater New York Safety 
Council and the Greater New York 
Association of Industrial Nurses, 
Inc., will sponsor their annual 
Safety Conference, April 14-18 at 
the Hotel Statler in New York City. 
Safety, management, and accident 
prevention will be discussed at the 
conference. 


Summer Jobs: 

The Girl Scouts of America are 
looking for registered professional 
nurses to serve as health super- 
visors at camps located throughout 
the country, which are operated by 
nearly 650 Girl Scout councils. 

The applicant must be at least 
21 years old, a registered nurse in 
the state where the camp is located 

if such registration is required), 
have first aid training and at least 
one year of experience as a grad- 
uate nurse. Because of the difficulty 
of nurses to schedule their vaca- 
tions to coincide with the full eight- 
week schedule, many Girl Scout 
councils schedule the jobs on the 
basis of two-, four-, and six-week 
assignments. 

Salary is dependent on the indi- 
vidual’s experience, qualifications, 
and training. Those interested in a 
position near home may contact 
their Girl Scout councils. Appli- 
cants for positions in other areas 
should write directly to Miss 
Fanchon Hamilton, Recruitment 
and Referral Advisor, Girl Scouts 
of the U.S.A., 830 Third Ave., New 
York 22, N.Y. 


LPNAN Convention: 

“Let's Put Nursing Ahead” will 
be the theme of the annual conven- 
tion of the Licensed Practical 
Nurses Association of Nebraska, 
which this year is to be held in 
Hastings, Neb., on May 8-9 at the 
Hotel Clarke. General chairman of 
the convention is Ruth Snyder. 


Graduate Nurse Traineeships: 

Wayne State University, College 
of Nursing, Detroit, Mich., is of- 
fering teaching fellowships for a 
10-month appointment during the 
1958-59 school year. The fellow- 
ships will enable graduate nurses 
to gain teaching experience while 
completing their graduate studies. 
Additional information may be ob- 
tained from the Dean, College of 
Nursing, Wayne State University, 
Detroit 2, Mich. 


NAPNE Convention: 

The National Association for 
Practical Nurse Education, Inc., 
will hold its annual convention 
April 14-18 at the Hotel del Cor- 
onado, Calif. 


Tropical Hygiene Course: 

An intensive four-week course in 
Parasitology and Tropical Hygiene, 
designed for nurses who are going 
to the tropics or who are home on 
furlough, will be offered between 
April 30th and May 27th by the 
School of Tropical and Preventive 
Medicine of the College of Med- 
ical Evangelists, Loma Linda, Calif. 

The course will emphasize the 
prevention of disease through 
maintenance of optimal physical 
and mental states and the exercise 
of personal protective measures. 
Students will also become familiar 
with handling a microscope and 
detecting the more common para- 
sites. The medical and surgical 
implications of tropical diseases, 
modern therapy, and nursing pro- 
cedures will be covered in the 
course. 


Examinations: 

The U. S. Public Health Service 
will hold competitive examinations, 
for appointment of nurse officers 
to its commissioned corps, at cen- 
tral points throughout the country 
on May 6, 7, 8 and 9. 

The examinations offer two op- 
tions. Those who pass the examina- 
tions with the clinical nursing (in- 
cluding nursing education) option 
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eligible for positions as 


will be 
staff nurses, head nurses, or super- 


Public Health Service 
Hospitals, including the Indian 
Health Service and the Clinical 
Center, Bethesda, Md. Candidates 
who pass with the public health 
nursing option may be appointed 
to the Communicable Disease Cen- 
ter, Atlanta, Ga.; the Indian Health 
Service; or to stations in Alaska 
and several foreign countries. 

Officers in the Public Health 
Service commissioned corps hold 
ranks equivalent to naval officers 
and are paid on the same scale. 
The examinations are for junior as- 
sistant nurse officer (equivalent to 
ensign), assistant nurse officer 
lieutenant, j.g.), and senior assist- 
ant nurse officer (lieutenant). 

Applications and further infor- 
mation can be obtained from the 
Surgeon General, Public Health 
Service (P), Washington 25, D.C. 
Closing date for applications is 
April 11th. 


visors in 


Geriatric Rehabilitation 
Course: 

Principles and Practice of Geri- 
atric Rehabilitation will be the sub- 
ject of a two-week course conduct- 
ed by the Department of Physical 
Medicine and Rehabilitation, New 
York Medical College, Flower and 
Fifth Avenue Hospitals, beginning 
April 21st. 

The course, which is given for 
registered nurses, occupational 
therapists, physical therapists, and 
social workers, will be held at Bird 
S. Coler Hospital in New York 
City. Additional information may 
be obtained from Dr. Jerome S. 
Tobias, Director, Department of 
Physical Medicine and Rehabilita- 
tion, New York Medical College, 
One East 105 St., New York 29, 
N.Y. 

Heads Red Cross Division: 

Frederika Farley of Nurses, Inc., 
has been named chairman of the 
Nurses Organizations and Alumnae 
Division of the New York Chap- 
ter of the American Red Cross for 
its 1958 campaign for funds and 
members. Her appointment was an- 
nounced recently by Adm. Alan G. 
Kirk (U.S. Navy, ret.), chairman 
of the Government, Schools, and 
Professions Section. The goal of 
the nationwide Red Cross cam- 
paign, which is being conducted 
during March, is $95 million. 
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of NURSING WORLD 
is the culmination of Nichol- 
as Martini’s many years of 
service to the health profes 
sions. 

A noted New _ Jersey 
lawyer, Mr. Martini is coun 
sel for all Passaic County 
institutions, including Hope 
Dell, a hospital and welfare 
home for the aged and chron- 
ically ill; Valley View Hos 
pital, devoted to the treat- 
ment of tuberculosis, polio- 
myelitis, and other conta 
gious diseases; and Camp 
Hope, operated by the coun- 
ty for underprivileged chil 
dren. 

Always an active par- 
ticipant in civic affairs, Mr. Martini has been County Counsel of the 
County of Passaic since 1943, the same year he started serving a four 
year term as mayor of the City of Passaic. Previously, in 1935, he had 
been elected City Commissioner of the City of Passaic, an office he held 
for five consecutive terms—a total of 20 years. The community-minded 
lawyer was elected in 1937 to represent the County of Passaic as Free 
holder, a post to which he was re-elected three years later. He was on 
the Welfare Board of Passaic County from 1937 until 1943, and for 
his many outstanding community services, Mr. Martini was named 
Passaic’s outstanding citizen in 1951. 
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Nicholas Martini 


In 1926, the year he graduated from Rutgers University Law School, 
Mr. Martini was admitted to the New Jersey Bar as attorney-at-law; 
three years later he was admitted as counsellor-at-law. He is also a 
member of the Bar of the State of Arizona, where he was admitted to 
practice in 1941. Mr. Martini has permission to practice before the 
United States Supreme Court, the Interstate Commerce Commission, and 
other federal departments. Besides being a member of the New Jersey 
State Bar Assn., our new publisher also holds membership in the Passaic 
County and the American Bar Associations 


During World War II, Nicholas Martini headed many relief drives, 
and a special citation was presented to him by the U. S. Treasury De 
partment for his outstanding service as chairman of the War Finance 
Committee. For his tireless efforts on behalf of American Relief for 
Italy and Boys Towns of Italy, he was cited by the president of the 
Republic of Italy and the Italian government. He received the Star of 
Solidarity, the highest civilian award of the Italian government, in 1947 


Mr. Martini was elected to the Honorary Society of Kings Bench 
the year he graduated from law school. He is also a member of the 
Academy of Political Science of Columbia University, and in 1954, he 
served as counsel to United States Senator Clifford P. Case during the 
senatorial election campaign and recount which Sen. Case won by a 
small majority. 
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A recording of the above conversation may show the student nurse where 
she helped her patient or how she failed to provide the necessary aid. 


N recent years the role of the 

nurse has been expanded to in- 
clude the duty of satisfying the 
mental and emotional needs of her 
patients, in addition to tending to 
their physical ailments. The need 
for such attention is especially ap 
parent in the maternity ward. 

As a teacher of obstetrical nurs 
ing, I have tried various methods 
of preparing my students to handle 
the many emotional problems that 
will confront them, to enable them 
to comfort the patient who has lost 
her newborn baby, to persuade the 
frightened patient to relax during 
labor. How can the nurse help the 
girl who is wondering whether or 
not to keep her illegitimate child? 

I have discussed various 
of particular with my stu 
dents and have offered them gen 
eral instructions for dealing with 
each type of patient, but this has 
not always satisfactorily prepared 
the students for the situations dis- 
cussed in class. I remember an in- 
stance when one of my students 
was assigned to care for a multi- 
para whose full term baby had 
been born dead as a result of stran- 
gulation. The patient was, natural- 
ly, upset by this tragic ending of 
nine months’ happy expectation, 
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aspects 
cases 


but for the first two days she ap- 
peared to be taking the baby’s death 
calmly, and the student nurse had 
no trouble. 

Finally, on the third day, the 
patient first spoke about her loss. 
She told the nurse, “My husband 
and I never dreamed there would 
be anything wrong with this baby. 
I felt so well all the time I was 
carrying him.” Despite all of her 
training, the student was embar- 
rassed and self-conscious, unable to 
express her sympathy by any reply 
except a feeble “oh.” Then she 
quickly changed the subject. 

The student, an intelligent girl 
who strives for perfection, told me 
about the incident because she felt 
she had failed the patient by being 
unable to communicate with her. 
Prior to this incident we had talked 
in class about similar problems, and 
what the nurse might say to the pa- 
tient. However, when the student 
actually became involved in an 
emotional situation she was unable 
to meet the challenge. 

In discussing the problem, I 
asked her what she could have re- 
plied to the patient. After thinking 
about my question for a while, she 
suggested that she might have said 
something like, “Yes, the baby’s 


Studying a recorded con- 
versation between a student 
and patient will help 
students learn 


how to 


during a 


By ELIZABETH M. GREGORY, R.N. 


Instructor of Obstetrical Nursing, 
Division of Nursing, 

Incarnate Word College, 

San Antonio, Tex. 


death must have been a very up- 
setting experience for you.” This, 
we agreed, would have been a satis- 
factory initial remark which, while 
expressing sympathy, might have 
encouraged the patient to release 
her pent-up feelings. We agreed 
that this type of problem cannot be 
put aside, since it is the nurse’s duty 
to give emotional support to her 
patient. 

During our conversation the stu- 
dent said she wished she had talked 
with me about meeting such a prob- 
lem before it had happened. How- 
ever, since we had talked about sim- 
ilar problems before in class, it was 
assumed that the student needed 
just such a personal experience 
(and subsequent conference) to 
teach her how to meet this and yim- 
ilar situations. Personally, I feel 
that it did accomplish part of what 
I was trying to do: first, the stu- 
dent discovered how to recognize 
an emotional problem; second, she 
learned the importance of seeking 
help when she ran into difficulties. 

The task of making students 
aware of their need to learn how 
to recognize and satisfy their pa- 
tient’s emotional needs is not an 
easy one. It requires, among other 
things, alert observation of patient- 
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nurse relationships in order to ad- 
vise the nurse on how she might 
have given the patient emotional 
support. One way to point up these 
cituations more clearly is to have 
the student keep a written account 
of her communication with the pa- 
tient. This helps the student real- 
ize that we are trying to develop 
her ability to carry on a purpose- 
ful conversation with her patient. 
We are seeking to determine the 
patient’s emotional needs and the 
remarks or questions noted in the 
report may provide a useful clue 
to these needs. The recorded con- 
versation may also reveal how the 
student helped the patient by what 
she said, or how she missed an op- 
portunity to provide aid. 

The following verbatim account 
of a conversation between a stu- 
dent (who is a nun) and a mother 
during her labor and delivery 
serves to illustrate these points: 

Student: “Good morning, Mrs. 
Q., sitting up in a chair?” 

Mrs. P.: “Oh, no Sister, I’m not 
the patient. She’s in the bathroom. 
I’m her mother.” 

Mrs. Q.: “Good morning, Sister.” 

Student: “Well, good morning! 
Kept busy going to the bathroom?” 

Mrs. Q.: “Oh yes, they are just 
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after giving me castor oil so, you 
can imagine, I’m busy. At least 
there is one good thing about that 
castor oil—it really started my 
pains.” 

Student: ““That’s very true, Mrs. 
Q., castor oil can start labor pains 
and that’s why we tell mothers who 
are constipated during pregnancy 
not to take it unless the doctor has 
specifically ordered it. It may cause 
premature labor to begin.” 

Mrs. Q.: “Sister, I'm having a 
pain.” 

Student: “That is fine, Mrs. Q 
The pain was fairly hard, though 
it did not last long.” 


Mrs. Q.: “They usually come 
every two to four minutes, Mom 
says—she has been timing them 


but that’s just since I took the 
castor oil.” 

Nurse B.:; “Sister, how are things? 
I think I'll check before we give the 
enema.” 

Mrs. Q.: “Are you going to check 
me when I have such terrible pain?” 

Student: “No, Mrs. Q., we shall 
wait until the pain is over. So now, 
take a deep breath and _ breathe 
through your mouth, do not push 
down with the pain. We'll tell you 
when you should start pushing.” 

Mrs. Q.: “Can I go to the bath 


room, Sister?” 

Student: “Surely, Mrs. Q., and 
if you get a pain while you are 
there, tell me; I shall be here wait- 


ing for you to call me.” 


Mrs. P.: “Sister, do you think 
she will be long?” 

Student: “Mrs. P., how many 
babies has she had?” 

Mrs. P.: “Just one, two years 
old.” 

Student: “How many hours was 


she in labor with that baby?” 
Mrs. P.: “She had no trouble, 
she was only six hours.” 
Student: “Mrs. P., since she was 
only six hours with the last and 
first baby, she stands a good chance 


of not being too long this time 
either.” 
Mrs. Q.: “Oh Sister, I want to 


get it over with.”’ 

Mrs. P.: “But darling, it will not 
be too long now, I hope. Grand- 
mothers suffer more than anybody 
else.” 

Mrs. Q.: “Sister, I am going to 
scream when my pains get real 
hard; I did last time. I screamed 
and cried and everything!” 

Student: “Was it really that un- 
comfortable last time, that it made 
you cry, Mrs. Q.?” 

Mrs. Q.: “Well, Sister, I really 
didn’t know whether I should have 
screamed or not. Last night I heard 
a girl out there screaming loudly. 
She kept me awake. It was not too 
bad because my husband was here.” 

Student: “Is your husband in the 
waiting-room now?” 

Mrs. Q.: “No, Sister, he is at 
work.” 

Student 
call him?” 

Mrs. Q.: “Oh no, Sister, he can’t 
get off from work because just now 
one of the other men from his place 
is here in the hospital, so he could 
not afford to take off. Here comes 
another pain, h-u-m, do I have to 
scream?” 

Student: “No, Mrs. Q., it is not 
necessary to scream. Screaming will 
not make the pain any easier. Try 
to concentrate on taking a deep 
breath and do not push. Well, now 
that that pain has gone, try to re 
lax—let your hands and legs fall 
loosely. When you get a really hard 
pain and feel like screaming, try 
not to tighten up 


“Would you like me to 


“If you grab hold of the rails of 
the bed or the sheets and let your 


whole body become stiff, you are 
working against the pain. These 
9 











A student nurse discusses the incubator with a trio of expectant mothers 
and explains why their babies will be placed in it after delivery. 


pains you are getting are pushing 
the baby down on the opening of 
your womb. The mouth of your 
womb is closed rather tightly, so it 
takes pains like these to open it, 
little by little. With each pain, the 
mouth of your womb opens a little 
and they will continue to come good 
and hard until the opening is big 
enough for the baby’s head to come 
through.” 

Mrs. Q.: “How long will it take 
to open, Sister?” 

Student: ‘““We don’t know exactly 
how long, down to the last minute; 
that differs with different women. 
But when we examine you by put- 
ting a finger in your rectum, we 
know how much you have dilated 
or opened. If a woman is opening 
up rather quickly and is having 
really hard, close pains, about two 
minutes apart, we know it will not 
take long. What we usually do is 
keep a close eye on her and exam- 
ine her frequently, so that is why 
you are being examined, too.” 

Mrs. Q.: “How much further do 
I have to go?” 

Student: “Well, Mrs. Q., you 
have to keep working with the pains 
until you open about this big (Stu- 
dent’s note: “I made a large circle 
with my hands’), so the baby’s 
head can come out. Right now you 
are about this big (a smaller cir- 
cle). If you try to remember that 
each pain means making the mouth 
of the womb bigger, it will be easier 
for you to work with the pain by 
taking a deep breath and breathing 
through your mouth. Do not push 
until we tell you.” 

Mrs. Q.: “Sister, do I have to go 
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so far? Look at all the pains it took 
to do just that much.” 

Student: “Mrs. Q., it’s true you 
are having really good pains, but 
remember, in the beginning the 
pains were not really hard like they 
are now; they did not come close 
together and they did not last long 
either. That is one of the reasons 
why it took so long to do this much, 
but from now on the rest of the 
journey is not going to take long 
because you are working with the 
pains. You are getting harder and 
very close pains; it will not take 
long.” 

Mrs. Q.: “Sister, my baby is 
coming breech. The doctor told me 
during my last office visit.” 

Student: “Mrs. Q., right now we 
do not think he is coming breech. 
We are certain he is coming head 
first, because when we examine you 
we can feel his head. Mrs. Q., you 
know better than I do that the baby 
moves about in your womb and 
many times during the pregnancy 
he may change his position. Right 
now your baby is coming head 
first.” 

Mrs. Q.: “Oh! I'm so happy you 
told me. I was so worried because 
everyone was telling me stories of 
babies who got strangled while they 
were being delivered in the breech 
position. Thank you, Sister, for that 
news. This is wonderful this time, 
it is so different from the last 
baby.” 

Student: ‘““What makes it differ- 
ent, Mrs. Q.?” 

Mrs. Q.: “I’m not scared this 
time, as I was before. Even just 
before I got the castor oil, I was 


so afraid of the painful time that 
I had to go through. I thought I 
would be treated again like I was 
in the other hospital. I never saw 
a nurse except while she stuck her 
finger in, and then she walked out 
and left me screaming louder and 
louder with each pain. I thought I 
should have screamed; she didn’t 
tell me to take a deep breath. What 
was worse, they gave me gas and 
put me to sleep—to shut me up, I 
guess—and the baby was born six 
hours before I knew it. I think it 
was terrible. Sister, I do not want 
gas here; I want to be awake and 
I want to be the first one to see 
what it is.” 

Student: “I am really proud of 
you, wanting to be awake when 
your baby comes, because when 
you are on the delivery table we 
shall want you to push with each 
pain, and you can hardly push 
when you are asleep.” 

Mrs. Q.: “There is 
coming.” 

Student: “Oh, good, the bag of 
waters. Just one moment, I want 
to listen to the baby’s heart. Yes, 
little Junior is just fine, his heart 
tells me so. The nurse is going to 
give you another check and we shall 
see how things are doing.” 

Mrs. Q.: “Sister, don’t leave me.” 

Student: “No, Mrs. Q., I'm just 
getting your belongings together, 
and I think we shall go to the de- 
livery room.” 

Mrs. Q.: “Oh, thank God!” 

The conversation continued in 
the delivery room: 

Mrs. Q.: “Please don’t give me 
gas.” 

Student: “No, Mrs. Q., we shall 
not give you gas. If you will sit 
up, Dr. H. will put some medicine 
into your spine to deaden the 
nerves that go to the parts where 
the baby comes through, so it will 
not hurt when the baby comes. It 
will help you to relax the muscles 
down there, too.” 

Mrs. Q.: “Is it going to make me 
sleep?” 

Student: “No, Mrs. Q., it is not 
intended to make you sleep. We 
want you wide awake to help us 
by pushing with the pain when we 
tell you to push.” 

Mrs. Q.: “I’m so tired.” 

Student: “When you go back to 
your room after the baby is born, 
we should like you to sleep and 
rest as much as possible. Right now, 
rest between the pains as much as 
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possible and push as if you were 
going to the bathroom when you 
get the next pain. 

“Now you are having a pain. 
Watch me, Mrs. Q., and do like 
this—take a deep breath. Hold it. 
That’s right; now push down. Hard, 
just as if you were going to have 
a bowel movement. That’s the way! 
That’s very good! Now, is the pain 
gone? Fine. Just take a deep breath 
and let it out slowly. That will help 
you to relax.” 

Student’s note: “I encouraged 
Mrs. Q. to help with the birth of 
her baby while the doctor was pre- 
paring for the delivery. Finally the 
moment of birth came.” ) 

Mrs. Q.: “It’s a boy! (And she 


was first to say it. ) How much 
does he weigh?” 
Student: “We usually do not 


weigh the baby here in the delivery 
room; they do it in the nursery. 
We shall find out later.” 

Mrs. Q.: “What is that thing they 
put the baby in?” 

Student: “It is the incubator. 
They put him in there so he will 
be nice and warm and so they can 
take him to the nursery without his 
getting cold. While he is here in 
the delivery room they take his 
footprints and your thumbprints 
and also put a bracelet on him, 
just exactly like yours, so that you 
know for sure it is your baby.” 

Mrs. Q.: “We both wanted a 
boy.” 

Student: “I’m happy it happened 
that way, and everything turned 
out fine. If you find you are bleed- 
ing a lot when you are in your 
room, reach down here. Feel this 
hard lump? It is your womb, and 
it should always stay firm like this. 
Rub it until it gets firm again and 
the heavy bleeding will stop. In the 
meantime, call the nurse. Now, 
Mrs. Q., bye-bye and God bless 
you and Junior. It has been won- 
derful knowing you.” 

Mrs. Q.: “Come by to see me, 
Sister, won't you?” 

Student: “Surely, Mrs. Q., after 
you have a really good sleep. Bye- 
bye.” 

In reviewing this conversation, 
we found several instances where 
the student successfully met the 
emotional problem, and noted some 
actions which indicated a need for 
improvement. For instance, the 
opening remark of the student was 
obviously based on lack of observa 
tion, since the lady on the chair 
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was not pregnant. The student said 
she felt embarrassed and resolved 
to be more alert, to evaluate the 
situation more carefully next time, 
before speaking. Also, it would 
have been more correct, and better 
psychologically, to have used the 
term contraction instead of pain to 
indicate what was happening dur 
ing labor. 

The student successfully allayed 
the patient’s anxiety many times 
by explaining what was happen- 
ing and what the patient could do 
to co-operate and thus make it 
easier for herself. The entire con 
versation, I think, illustrates that 
a clear explanation of the situation 
helps a patient go through her 
labor and delivery confidently and 
to receive a high degree of satis 
faction. 

The student helped the woman 
in labor in other ways. When the 
patient said she screamed and cried 
during her labor with her last baby, 
the student quietly accepted the 
statement regarding her previous 
behavior. She and I felt that the 
patient brought this fact up because 
she felt she had not behaved in a 
socially acceptable manner. The 
student did not voice disapproval 
of the screaming, but she did ex 
plain fully to the patient how she 
could help herself without scream- 
ing. And she alleviated Mrs. Q.’s 
apprehension about a breech deliv- 
ery by fully explaining the facts. 

The student also helped the pa 
tient by encouraging her to explain 


what she meant when she said, 
“ .. it is so different from the 
last baby.” This was helpful in 
two ways: It encouraged the pa 


tient to talk and took her mind off 


her discomfort, and her remarks 
helped the student learn more about 
her 

This recorded conversation was 
helpful to me, too, since it enabled 
me to evaluate the student’s learn- 
ing. Written examinations can tell 
the teacher what the student knows 
or does not know about theory, but 
they do not reveal what the stu 
dent will actually do in a specific 
situation. With a written conversa- 
tion, such as the one just described, 
the teacher can see how well the 
student applied the knowledge and 
understanding she has supposedly 
assimilated. 

In this case, the student appeared 
to have become proficient in theory 
and practice. I feel she has a good 
understanding of the physiology of 
labor and delivery, as revealed by 
both her actions and her explana 
tions to the patient. These clear ex 
planations and her coaching indi 
cated that she knew how to meet 
the patient’s emotional needs. By 
encouraging the patient to talk free 
ly about her experiences, the stu 
dent further proved her ability to 
help her patient during an emo 
tional experience. 

This form of teaching takes time 
and requires attention toward the 
student’s clinical activities. But the 
feeling that she has helped others 
learn is exhilarating and satisfying 
to the teacher. When a student at 
the end of her obstetrical training 
says, “I have learned a lot while 
I was here, not only in obstetrics, 
but in ways that have helped me, 
as a person, to better help my pa- 
tients,” a teacher feels amply re 
paid for her efforts and has a feel 
ing of real accomplishment 


Elizabeth M. Gregory, R.N., watches from the back of the room as two of her 
students demonstrate the proper manner of holding a newborn baby. 











there are many patients 
in our hospitals who 
could be cared for as 
effectively at home. This 
has led many 

physicians and hospital 
administrators to ask 


WHY NOT 
VISITING NURSE 
SERVICE 


IN 


PREPAID 
MEDICAL CARE 
PROGRAMS? 


By THOMAS P. WEIL 


Administrative Resident 
The Mount Sinai Hospital, Neu 


S early as 1916, when com 
A pulsory health insurance 
programs first were being discussed 
in several three national 
nursing organizations proposed in 
cluding nursing benefits under a 
prepaid medical care _ system.' 
More recently, representatives of 
organized nursing in the United 
States have shown increased inter 


states, 


est in such proposals, provided 
they were established on a sound 
business and actuarial basis and 
assured a high quality of nursing 
Care 


The Metropolitan Life Insur 
ance Company was the first in 
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York City 


surance company to include as an 
extra privilege qualified public 
health nursing service in its group 
and industrial policies? In 1925 
The John Hancock Life Insurance 
Company embarked on a similar 
program for its Weekly Premium 
Policyholders. This was not con- 
sidered part of the insurance con- 
tract between the company and 
its policyholders, but rather an ex- 
tra service designed to provide bed- 
side care and to give instruction 
to maternity patients and the 
acutely ill. “Its ultimate goal was 
to reduce mortality, shorten the 
length of illness, prevent disease, 


and promote good health.” 

In 1909, when the Metropolitan 
Life program was initiated, the 
nurses basically were concerned 
with the care and control of com- 
municable diseases, but in later 
years the emphasis shifted to 
chronic illness. When these insur- 
ance companies terminated their 
programs in 1953, Metropolitan 
stated that future programs should 
be directed toward “health and 
safety education for all of its pol- 
icyholders and that nursing serv- 
ice, given to a relatively few at 
the expense of all, should be sup- 
plied from the many new commu- 
nity sources that have developed 
since 1909.” 

During the past 15 years there 
has been a tremendous growth of 
health insurance coverage in the 
United States. In 1950 the Com- 
mittee on Nursing in Medical Care 
Plans, composed of members of 
the American Nurses’ Association 
and the National Organization for 
Public Health Nursing, published 
a guide for including nursing serv- 
ice in prepaid health plans.® In 
1954 the Massachusetts Blue 
Cross-Blue Shield agency, under a 
Prolonged Illness Certificate, add- 
ed visiting nurse benefits to its 
coverage.? Major medical expense 
and comprehensive commercial 
health insurance plans also include 
visiting nurse service as part of 
their broad coverage. 

Under the National Health 
Service Act in Great Britain, there 
was a 16 per cent increase in the 
number of home nursing visits dur- 
ing the period 1950-1955. ‘This 
is bound to relieve the load on 
hospitals, though to what extent 
is, as yet, not known with accur- 
acy.”* Home nursing service after 
discharge from the hospital has 
been used primarily for short-term 
surgical patients. Home care pro- 
grams for children have also prov- 
en successful in England. “The 
value of these schemes has already 
been shown by the extent to which 
they have prevented the admission 
of children to the hospital.’’s 
Specifications 

The benefits of a prepaid med- 
ical care plan should be _ broad 
enough to meet the medical and 
nursing needs of the patient in the 
hospital, in the doctor’s office, and 
in the patient’s home. There must 
be a close liaison between the local 
nursing organization providing the 
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care and the medical group or co- 
operative which pays the agency 
for its services. A contract should 
state the exact terms of the agree- 
ment between the two parties and 
explain the types of services the 
nurse is expected to perform. 
Existing community nursing 
agencies should be used whenever 
possible to prevent duplication of 
services and to obtain maximum 
utilization of personnel. The Mas- 
sachusetts Blue Cross-Blue Shield,’ 
the Associated Hospital Service of 
New York (Blue Cross),® and 
many home-care programs?’ have 
been successful in making use of 
existing nursing organizations. 


Pilot Study 

In February 1955 the Associated 
Hospital Service of New York 
completed the first phase of a two- 
year pilot project to determine 
whether a visiting nurse service 
included in a prepaid medical care 
program would reduce the length 
of the average hospital stay.® In 
100 selected cases visiting nurse 
service was provided in lieu of fur- 
ther Blue Cross hospital benefits. 
Fifty per cent of these patients 
were in the hospital 21 days or 
less; 84 per cent were there less 
than 51 days. Also, 69 per cent 
of the group were 55 years of age 
or older. 

Approximately half of the 100 
patients elected to go on a home- 
care program although they were 
still eligible for full hospitalization 
benefits. It was estimated that the 
home-care plan eliminated an ave- 
rage of 11.88 days of hospital care 
per patient. This is significant 
when one considers the long lists 
of patients waiting for hospital 
beds and the pressure that is ex- 
erted upon hospital boards of 
trustees and administrators to con- 
tinue the costly expansion of hos- 
pital facilities. 

The reduction in hospital pa- 
tient days for this selected group 
of patients saved Blue Cross ap- 
proximately $10,000 in direct re- 
imbursements to the hospitals. 
Even after paying $4,032 for vis- 
iting nurse services, the Blue Cross 
plan saved approximately $6,000. 
During the study a total of 1,245 
visits were made to the 100 pa- 
tients at the average cost of $3.24 
per visit. The patients and the at- 
tending physicians reported favor- 
ably on the services of the three 
participating visiting nurse agen- 
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cies. The patients not only had all 
the advantages of being cared for 
in their own homes, but 73 of the 
100 patients realized a personal 
saving of $100 or more as a result 
of their shorter hospital stays. 


Potential Results 

One of the problems facing hos 
pitals in the United States today 
is the possible over-utilization of 
their facilities by patients having 
hospitalization insurance but no 
prepaid provisions for care outside 
the hospital.: It is often finan 
cially more advantageous for the 
patient to remain in the hospital 
than be discharged. Also, it is us- 
ually more convenient for the phy- 
sician to treat the patient in the 
hospital than in the patient’s 
home. 

The Blue Cross pilot study in 
New York indicates that if all pre- 
paid medical care plans included 
visiting nurse service, the patient 
probably could be treated in his 
home at less cost to himself and 
the prepayment agency. This 
would make hospital beds avail 
able to those who really need the 
services of a general hospital. 

Furthermore, the patient cared 
for in his home benefits psycho- 
logically, since he often is uncom- 
fortable, even frightened, in a hos- 
pital. The following statement 
made in 1835 by a British physi- 
cian would seem to be very much 
in accord with our present philos- 
ophy: “The separation of the sick 
from their families should cease 
wherever they can equally well be 
relieved as Home Patients; for it 
must never be forgotten that the 
end of Medical Charities is not to 
remove the sick from their friends, 
but to remove only those whose 
recovery cannot be so well attempt 
ed at home.”® 

If visiting nurse service were in- 
cluded in all prepaid medical care 
plans, visiting nurse agencies 
would receive from those eligible 
members of the plan full payment 
for their services, the specific 
method of payment depending on 
the type of prepayment plan. For 
example, in the case of a patient 
covered by a Blue Cross contract, 
once eligibility is proven, the pre- 
payment plan would pay the nurs- 
ing agency directly. With major 
medical expense and most other 
forms of commercial insurance, 
the patient would pay the nurse 
for the visit and later would be 


reimbursed by the insurance un 
derwriter. 

Directors of some agencies might 
be concerned that the inclusion of 
visiting nurse service will increase 
their existing caseload. Actually, 
there is only limited information 
on the utilization of visiting nurse 
service under a prepaid medical 
care plan. The Associated Hospital 
Service of New York (Blue 
Cross),° the Group Cooperative of 
Puget Sound, Seattle, Wash.,?*"? 
and the Health Insurance Plan of 
Greater New York (H.I.P.)** ** 1 
have had some experience with 
such a plan, but not enough to 
supply all the necessary informa 
tion. The commercial insurance 
carriers have little actuarial infor- 
mation that would aid in deter- 
mining the advantage of V.N.S. 
coverage under major medical ot 
comprehensive insurance plans. 

The practical question 
whether the visiting nurse organi- 
zations will be able to meet the in- 
creased demand should all prepaid 
health insurance plans provide cov- 
erage for home nursing service. 
The experience of the Visiting 
Nurse Association of Boston’? and 
the Visiting Nurse Service of New 
York'* indicates that availability 
of visiting nurse service in prepaid 
medical plans will not substanti- 
ally increase the caseload of nurs- 
ing agencies. However, the Blue 
Cross pilot study,? which revealed 
that an average of 12.45 visits per 
patient were required, appears to 
contradict this. In any case, nurs- 
ing organizations will attempt te 
make the adjustments necessary to 
meet the nursing needs of the pub 
lic. 


arises 


Better Use of Nursing Personnel 

Every practical means must be 
found to improve the efficient use 
of our limited nursing resources. 
To provide a high standard of 
nursing care in a general hospital, 
the nurse must devote 3.2 hours 
to each patient daily. This would 
allow the nurse to care for approx- 
imately 2.5 patients during an 
eight-hour shift. Although the 
number of visits made by a pub- 
lic health nurse depends upon the 
condition of the patients for whom 
she is caring, traveling and other 
factors, an average of six to eight 
home visits per day is not unus- 
ual.?7 

The amount of time devoted to 
caring for patients in the hospital 
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cannot be compared with the time 
needed for caring for the patient 
in his home. The hospital patient 
is acutely ill and demands more 
care; at home, the visiting nurse 
teaches the patient’s family to sup- 
plement the professional nursing 
care. However, when these patients 
are sent home to be cared for by 
the visiting nurse service, the va- 
cant beds will be filled by the 
acutely ill. This may increase the 
average amount of nursing care 
needed for hospital patients. 

Additional research is needed to 
determine whether eight hours of 
visiting nurse time would result 
in more efficient use of nursing 
personnel than eight hours of hos- 
pital nursing service when the pa- 
tients are not acutely ill. Also, the 
research must discover whether 
visiting nurse service would short- 
en the duration of the patient’s 
illness and whether medical care 
costs would be appreciably affect- 
ed 

Most hospital administrators 
and private physicians, on the one 
hand, are interested in the possi- 
bility of reducing the hospital stay 
of patients by extending care in 
the home, but directors of visiting 
nurse agencies, public health ad- 
ministrators, and health officers, 
on the other hand, may be skep- 
tical about the possibility of in- 
creased demands on their nursing 
personnel. As it was recently stat- 
ed, “The trouble is not lack of 
nurses, it’s lack of sense in using 
them.”!8 


Orientation 

Public health nursing organiza 
tions should take every opportuni- 
ty to publicize and explain their 
services both to the physicians and 
residents of the community. One 
reason better use is not made of 
visiting nurse services, especially 
on a paying basis, is that doctors 
and the public are not fully aware 
of the functions of the local vol- 
untary or official nursing organi- 
zation. Many people, physicians 
included, think that the local 
V.N.S. is a charitable organization 

they do not realize that the visit- 
ing nurse agency can be reim 
bursed for its service. For many 
years physicians, thinking of nurs 
ing care only in relation to hos- 
pital care, have failed to consider 
the value of the nurse in the home. 

The nonprofit Blue Cross-Blue 
Shield agencies and commercial in- 
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surance companies should: publi 
cize the benefits available to the 
patient under his prepaid medical 
care plan. They should also orient 
the local nursing organizations to 
the added coverage and the meth- 
od of reimbursement. When a new 
commercial insurance plan, such 
as major medical or comprehen- 
sive, is initiated, the underwriter 
should inform all those covered 
in the company’s health plan of 
the benefits included in the cover- 
age. 

Summary 

Many believe that voluntary 
prepaid medical care plans should 
include visiting nurse service in 
their health coverage. The individ- 
ual should have the broadest med- 
ical care coverage possible, regard- 
less of whether nonprofit agencies 
or commercial insurance companies 
sponsor the plan. Although the 
Metropolitan Life Insurance Com- 
pany introduced visiting nurse 
service as an extra benefit to its 
industrial and group policyholders 
as early as 1909, the inclusion of 
such service in health insurance 
plans is basically a development 
of the last decade. 

The pilot study conducted by 
the Associated Hospital Service of 
New York with 100 selected cases 
indicates that visiting nurse care 
in lieu of hospitalization benefits 
is favorably received by the pa- 
tients and the attending physicians. 
The study also shows a financial 
saving to both the patient and Blue 
Cross. In addition, more efficient 
utilization of hospital facilities by 
more patients may be achieved. 
If this type of benefit were includ- 
ed in the prepaid medical plans, 
the visiting nurse agency would be 
reimbursed for its service by the 
prepayment agency. 

With the rapid growth and de- 
velopment of prepaid medical care 
programs, it is expected that many 
more of these plans will include 
visiting nurse service as part of 
their health coverage. 
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There is no easy road 
to good body 
mechanics, but there 
are devices that can 
help prevent strain 
from our work. One of 
these devices is 


described here. 

















The nurses place their arms through the 
armlifts at the sides of the Liftee and 
move the patient from chair to bed. 


f the 
LIF TEE 











By BERNICE FASH 


Instructor of Body Mechanics 

in Nursing Arts, 

Cook County School of Nursing 

Chicago, IIl. 

HE theory and practice of 

T body mechanics must be 
studied by the nurse in two phas- 
es: first, as they relate to the 
nurse; second, as they concern het 
patients. 

Frequently programs dealing 
with body mechanics are unsuc 
cessful because they tend to over- 
simplify, failing to recognize, un- 
derstand—and, of course, meet 
the complex needs of the nurs¢ 
and her patient. 

The term posture is commonly 
interpreted to signify a single stan 
dard for the arrangement of body 
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parts in a standing position. Often, 
when students compare their own 
posture with this standard, they 
become discouraged; they feel that 
the ideal posture is unattainable. 

This false conception that there 
is only one standard posture has 
resulted mainly from the fact that, 
while there are actually several dif- 
ferent body types, they have not 
been considered when the standard 
posture has been described. Only 
when these differences have been 
considered can a truly standard 
form of posture be described. 
When the differences are studied, 
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it will be seen that there is a com- 
mon element of alignment of ana- 
tomical structures 

The nurse should first become 
acquainted with the requirements 
of good body alignment for quiet 
standing, although there is little 
time in our modern mode of liv 
ing for such a position. This is 
important because the position of 
the body at rest offers clues to its 
efficiency and also to the strains 
and weaknesses it is likely to en 
counter when active 

By the time the individual be 


comes a student or graduate nurse, 
her postural habits, which originat- 
ed in early childhood, have al- 
ready become established. Preven- 
tion of postural defects should 
therefore begin in childhood, with 
adequate vigorous play recom- 
mended. If, during the formation 
of the neuromuscular routes, the 
childhood action habits are poor, 
they will interfere with the adult 
body’s movement. Many student 
nurses start their training with 
poor neuromuscular controls which 
are corrected only with much dif- 


Photographs taken throughout her physical education course show the 
student the progress she has made toward correcting her postural defects. 











ficulty. The activity required in 
bedside nursing has a dynamic ef- 
fect on the nurse’s body, and this 
effect can be either good or bad, 
depending on the postural habits 
of the nurse. 

Schools of nursing accept stu- 
dents whose widely varied physical 
experiences have provided the stu- 
dents with varying degrees of 
preparation for bedside nursing 
and its stresses and strains. Pro- 
vision should therefore be made 
in nursing education institutions to 
give the students a thorough pro- 
gram of theory and practice of 
body mechanics. This would safe- 
guard all students against sudden 
joint and muscular trauma and 
prevent the insidious development 
of poor postural habits during 
training. 

The effect of gravity on the 
body, both in action and at rest, 
is inescapable. The force of gravi- 
ty on muscles and bones during 
poorly co-ordinated activity may 
result in joint and muscular 
strains. Dr. Frances A. Hellebrandt 
conducted research on the effect 
of gravity on posture at the be- 
ginning of her career. She noted: 
“The ever _ present collapsing 
stresses of gravity must be con- 
stantly equilibrated by muscular 
contraction. This involves the har- 
monious function of a large num- 
ber of muscles acting upon a mul- 
tijointed structure of a size and 
proportion which give to the biped 
stance considerable mechanical in- 
stability.’”! 

Gravity always pulls straight 
downward, never in zig-zag lines 
such as those of a fatigue slump 
that careen in different directions. 
Thus the force of gravity pulling 
directly downward may sometimes 
pull poorly aligned parts of the 
body further out of line unless the 
force can be overcome by strong 
muscular pull in the opposite di- 
rection. If the force is not over- 
come by the muscles, this condi- 
tion of poor body mechanics and 
muscular inadequacy will cause fa- 
tigue, strain, and injury, especially 
during work. 

However, some obstacles inher- 


1. Hellebrandt, Frances A., and 
Braun, Genevieve L., “The In- 
fluence of Sex and Age on the 
Postural Sway of Man,” Am. 
Jr. of Physical Anthropology, 
Vol. 24, No. 3 (1939), p. 347. 
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ent in the equipment itself cause 
strain by preventing the practice 
of good body mechanics. One well- 
know example of this is the lifting 
of a heavy and helpless patient in 
and out of his bed and wheelchair. 

The Liftee? was invented to 
safeguard the nurse from strain- 
ing herself in this type of situa 
tion. At the same time, it protects 
the patient from discomfort and 
makes it safer for him to be 
moved. 

The Liftee (Armlift) utilizes a 
method which is intended to pro 
mote a new concept of the uses 
of the arms in handling helpless 
patients. This method uses the 
arms as a source of power within 
themselves, independent of the 


2. Patent Pending, No. 510691 


Once symmetry of muscular action is 
becomes susceptible to sudden injury. 








These spinal x-rays reveal how the practice of poor body mechanics results 


in harmful body alignment. 


hands. When the need for using 
the hands for work usually expect- 
ed of them is eliminated, the mus- 


lost (see left photograph), the back 





culature of the arms becomes an 
immediate source of power in it- 
self. This is accomplished by the 
nurse inserting her arms into the 
armlifts located near the edge of 
the Liftee, giving lift and support 
at the same time. The Liftee is 
composed of a double thickness of 
strong material which conforms to 
the structure of the patient. There 
are three basic sizes which accom- 
modate all patients, according to 
their weight and structure. The 
correct size is assured when the 
side armlifts are located close to 
the sides of the patient. 

Since it may be used on the bed 
also, the Liftee serves more pur- 
poses than merely lifting patients 
in and out of bed. It may be kept 
under the patient and used readily 
and easily to turn and position 
him, when necessary. The armlifts 
offer support and lift over the en- 
tire length of the lifter’s arms. 
Very heavy patients may be 
turned more comfortably and easi- 
ly because the large body areas 
are supported as a single unit. The 
long pulling forces of the arms 
give greater lift in contrast to the 
very small surface areas that can 
be pulled by the hands. Therefore, 
when patients are being turned 
or lifted, the skin surfaces of the 
patient and nurse are protected; 
friction is reduced; and dressings 
are held in place. 

For those who 
take the time to understand its 
versatility and to become skilled 
in its uses, the Liftee will become 
increasingly more satisfying. It en- 
ables the patient to receive better, 
more highly skilled nursing care, 
and the nurse will benefit by the 
time and energy saved. 
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DRUG THERAPY 


by Joan Sarvajic, R.N. 


Formerly Instructor in Pharmacology, 
Bellevue Schools of Nursing, New York City 


The Clinical Management of True Nephrosis 


In this issue we shall complete the story of “The 
Nephrotic Syndrome and True Nephrosis.” Last 
month we discussed the cardinal manifestations of 
this disease: edema, hypoproteinemia, albuminuria, 
hypercholesterolemia, and hyperlipemia. 

Because of the chronic nature of the disease, time 
should be spent acquainting the parents as well as 
the patients with the nature and characteristics of 
the illness and its treatment. The patient must be 
kept in bed during the periods of marked edema or 
when other symptoms would impair his normal 
activity; the amount of bed rest depending on the 
amount of edema and the general well-being of the 
patient. During intervals when the child is relatively 
free of edema, he should be allowed up with provi- 
sion made for adequate rest. Whenever possible, 
these patients should be treated at home and brought 
to the hospital only when special treatment is neces- 
sary. 

These patients are extremely susceptible to infec- 
tions, they must always be guarded against exposure 
to infection, chilling, and fatigue. Some authorities 
advocate the use of sulfadiazine or penicillin as a 
preventative, in a fashion similar to that practiced 
in the prophylaxis of rheumatic fever. When there 
is an epidemic of a children’s disease, the nephrotic 
child is frequently given intramuscular injections of 
Immune Serum Globulin. Yet not enough data has 
been collected to establsh the value of prophylactic 
therapy. When acute infections occur, they should be 
treated promptly with the appropriate antibacterial 
therapy. Careful nursing is needed to protect the 
edematous skin from injury and subsequent secondary 
infection. 

Preparing a well-balanced diet which will be most 
nutritious for the patient requires ingenuity. But the 
diet need not contain the large amounts of protein 
once considered necessary, since it has been discov- 
ered that large quantities of protein—averaging 5 to 
10 Grams per day—are found daily in the urine of 
these patients. These proteins are of the same qual- 
ity as those found in plasma; the characteristic de- 
crease in serum protein is found essentially in the 
albumin fraction. A protein intake in these patients, 
sufficient to produce a positive nitrogen balance will 
not influence the serum albumin concentration 
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Since sodium is necessary for the accumulation of 
extracellular fluid, a low sodium diet is recommended, 
as it is in other forms of edema. The sodium chloride 
intake should not exceed 1 Gm. per day, and all other 
substances containing sodium must be avoided. 

Edema may be eliminated by: influencing renal 
function (through use of such drugs as diuretics); 
altering plasma osmotic pressure (using plasma ex- 
panders, such as dextran or salf-free human albu- 
min by infusion); nonspecific measures such as caus- 
ing artificial fever by typhoid vaccine administered 
intravenously, or induced measles (in childhood main- 
ly); and ACTH; or Cortisone. Each of these methods 
will be considered in greater detail. 

There is much debate regarding the type of diuretic 
that best induces diuresis. It is claimed that Urea, 
when administered in large doses as an osmotic diu- 
retic is quite effective. The initial dose may be one 
Gram, three times daily, increased each day (as toler- 
ated) up to 10 Grams, three times a day. Diuresis 
may not begin for several days after the first admin- 
istration of the drug. However, the drug is not pop- 
ularly used in this country; patients dislike it because 
of its unpleasant taste and the large doses which must 
be taken. 

Mercuhydrin, 1 or 2 cc., administered intramuscu- 
larly, is the simplest and generally the most effective 
diuretic, although there is always the possibility of 
renal toxicity when organic mercurial compounds are 
used. If good diuresis results, the mercurial may be 
given once or twice a week. The action of a mer- 
curial can be hastened by the administration of a 
saline diuretic such as ammonium chloride. The latter 
drug is given in doses of 2 to 5 Grams daily and can 
be used in combination with a Mercupurin supposi- 
tory. The use of a mercurial suppository may be re- 
peated at four to seven day intervals; since mercury 
has a toxic effect upon tubular cells, it should be 
used only as a last resort when other measures have 
failed and increasing edema and oliguria are present. 
Even then it should not be used too frequently. Deaths 
which have been reported following the use of a mer- 
curial have occurred only when the drug was admin- 
istered intravenously. 

Although Diamox was heralded as a new and 
promising diuretic, it has thus far proved disappoint- 
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ing in the treatment of nephrotic edema. In the 
kidney Diamox inhibits carbonic anhydrase, thus 
reducing the rate of the H+-Na exchange in the 
renal tubule. And the kidney elaborates an increased 
volume of alkaline urine. Both Diamox and organic 
mercurials depress the reabsorption capacity of the 
Each effects resorption of a specific anion, 
chloride (in the case of mercurials), or bicarbonate 
(in the Diamox). The latter drug can be 
successfully combined with mercurials, each drug ad- 
ministered on alternate days. Since each drug tends 
to produce a distortion in the acid-base balance—the 
mercurials cause a metabolic alkalosis, and Diamox 
causes a metabolic acidosis—-when used together, each 
corrects the distortion in acid-base balance caused by 
the other. 

Attempts to raise serum protein levels by the ad- 
ministration of a blood plasma have not been very 
successful; as a result, plasma, concentrated salt- 
poor albumin, gelatin solutions, acacia, or other plas- 
ma substitutes are no longer extensively used. Many 
reasons have been advanced for the failure to alter 
the plasma osmotic pressure. The best explanation 
is that the pathogenesis of edema in nephrosis is not 
clear. Furthermore, the possibility that extra-renal 
factors may also play a part in this disease bears 
careful investigation. 

Kaplan and Rappaport have conducted studies of 
the influence of sodium and chloride after splanch- 
nicotomy which suggest that a nervous factor may 
produce edema. Thus the use of substances influ- 
encing osmotic pressure give only temporary relief. 
The safest and most economical material used for this 
purpose is Dextran. 

Many authorities believe that at present, ACTH, 
Prednisone, and Cortisone, offer the most satisfactory 
palliative therapy for nephrotic edema. Diuresis and 
significant reduction in edema have followed the ad- 
ministration of ACTH (adrenocorticotropic hormone) 
and Cortisone in about 80 per cent of the patients 
who had received a single course of therapy. Diu- 
resis is not dependent on the duration of the disease 
or the presence or absence of glomerulonephritis, nor 
is it related to the degree of reduction in renal func- 
tion. ACTH is given in daily doses totaling 60 to 
100 mg., administered intramuscularly. Four divided 
doses are given at six-hour intervals, for 10 to 14 
days, unless diuresis is established before that period. 

Cortisone, given daily in oral amounts of 150 to 
250 mgm. (in four divided doses) is about as satis- 
factory as ACTH. Diuresis may occur after a few 
days of hormonal therapy, or it may be delayed for 
one to five days after the full course of therapy. The 
effect of such therapy is usually transitory, but the 
patient may remain free of edema and in a state of 
remission for weeks, months, or, in some cases, in- 
definitely. Failure in the first or subsequent courses 
with this therapy does not preclude good results with 
later courses. Yet there is some evidence which sug- 
gests that after many courses, the therapy may be- 
come less effective. Some clinicians recommend with- 
holding hormonal therapy for six to eight weeks after 
the onset of the disease or of an exacerbation, in order 
to provide an opportunity for spontaneous diuresis. 

Hormonal therapy not only induces diuresis, it also 
causes a rise in the rate of glomerular filtration, a 
decrease in proteinuria and the serum cholesterol and 
a possible rise in serum complement. Elevation of 
the blood pressure or an increase in pre-existing 
hypertension may indicate that hormonal therapy 
should be stopped, since hypertensive encephalopathy 
may result. 

Because these hormonal medications frequently 
hide symptoms of infection, prophylactic antibiotic 
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tubules 


case of 


therapy must be given simultaneously to these pa- 

tients. To compensate for the increased excretion of 

potassium during hormonal therapy, 1.0 to 1.5 Grams 
of potassium citrate or chloride should be adminis- 
tered daily until diuresis ceases. Signs of Cushing’s 

Disease resulting from excessive hormonal therapy 

should be anticipated. Moon facies disappear once 

the therapy ceases. 

Nitrogen mustard has also been used with some 
success in producing remissions similar to those 
caused by hormonal therapy. Induced or naturally 
contracted measles may result in similar remissions, 
which usually begin at the height of the eruption and 
result in complete loss of edema fluid and, in some 
cases, the disappearance of albuminuria. With the 
onset of measles the edema may become exaggerated 
and the subsequent diuresis may be only slight, while 
in many instances, diuresis does not occur at all. 
Similar remission is also seen when other infectious 
diseases, such as infectious hepatitis, are present. 

In patients with large ascitic collections, peritoneal 
drainage may be necessary to relieve respiratory and 
cardiac distress, or disturbances caused by pressure 
on the gastrointestinal tract. After the fluid has been 
removed from the cavity by a trocar and cannula, 
the fluid may continue to leak from the opening for 
several days. Or, after an interval of three to five 
days, during which no drainage takes place, spon- 
taneous seepage may occur. Often the patient loses 
edema fluid through this fistulous tract, and repeated 
taps are frequently necessary. It is usual procedure 
to administer antibiotics for a day or two after this 
procedure to reduce the chances of peritonitis. Sub- 
cutaneous drainage should be used with caution be- 
cause of the danger of infection. 

When renal failure is advanced, the fluid intake 
must vary with the urine volume. When there is 
oliguria, excessive fluid intake may lead to pulmonary 
edema and cardiac failure. During polyuria restricted 
fluid may lead to dehydration and further impair- 
ment of renal function. Oral alkali therapy may be 
necessary to treat acidosis which develops from tub- 
ular deficiency. 

Since hypocalcemia may exist, care should be exer- 
cised in correcting the acidosis so that active tetany 
is not precipitated. To lower the tendency toward 
potassium intoxication during advanced renal failure, 
the diet should be low in protein and high in carbo- 
hydrate. Electrocardiographic tracings are valuable 
in detecting early evidence of potassium intoxication. 
Phosphorus retention may be reduced by the oral 
intake of aluminum hydroxide, which reduces intes- 
tinal absorption of phosphorus. 
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POTASSIUM CHLORIDE SALT 
DESCRIPTION: When the actions of the cation, potassium, are desired, Potassium Chloride is one of 

C O the salts commonly used. It is a white granular powder, and produces neutral solutions with a saline 
taste. 


ACTION AND EFFECTS: Potassium is the chief cation of the body cells, and abnormalities in po- 
tassium metabolism are often accompanied by a disturbance of the acid-base balance. Although the 
ion is necessary for cell function, it can act as a highly toxic substance when present in extracellu- 
lar fluids. Under these circumstances the ion has a marked effect on muscular and nervous activity 
and can produce cardiac decompression, which results in death. Conversely, a negative potassium bal- 
ance, combined with hypokalemia, also causes death. 
USES: Potassium Chloride is used to correct potassium deficiencies associated with disturbances in 
electrolyte metabolism. It also has other uses, the effectiveness in each case relying on the pharma- 
cological properties of the ion. 
O A specific therapeutic use of potassium ion is in the treatment of familial periodic paralysis, a 
O rare myopathy characterized by recurrent attacks of flaccid paralysis which chiefly affect the mus- 
cles of the trunk and limbs. Accompanying these periodic attacks is a reduction of potassium con- 
centration in the extracellular fluids. 

Another use for potassium salts is in the treatment of Meniere’s disease. Although many inves- 

tigators fail to find a significant change in the electrolyte composition of the blood when the salts 
are used, patients with Meniere’s disease do evidence a decrease in the intensity of symptoms 
PREPARATIONS: Potassium Chloride, U.S.P., is marketed as a colorless crystal or as a white gran- 
ular powder. The tablets are marketed in 300- and 500- milligram sizes. 
DOSAGE AND ADMINISTRATION: This varies according to the use of the drug. In infantile diarrhea, 
following intravenous therapy, oral administration is started with a mixture of one part potassic sa- 
line and two parts of 5 per cent glucose in a dose totalling 150 milliliters per kilogram per day. 
The post-operative patient receives 30, 60, or 120 milliequivalent of Potassium Chloride, depending on 
the need of the patient to prevent potassium imbalance. 

In the treatment of paroxysmal tachycardia and premature systoles, the drug is given orally in 

5- to 10- Gram doses. The usual oral dose of the drug for relieving cardiac and nephrotic edema starts 
with a 0.5 Gram tablet and increases to a total of 5 Grams per day. In familial periodic paralysis 50 
milliliters containing 1 Gram of the drug is given intravenously. Meniere’s disease calls for a usual dos- 
age of 6 to 10 Grams of potassium chloride daily, given in divided doses. 
TOXICITY: Potassium intoxication can result whenever the rate of intestinal absorption, parenteral 
administration, or endogenous accumulation of the ion in the extracellular fluid exceeds the rate of 
renal excretion. Renal insufficiency and too-rapid intravenous infusion of potassium salts are the 
most common causes of potassium intoxication.. The outstanding signs of toxicity are found in the 
O O myocardium, and consist of muscular weakness, paresthesia, and paralyses. 
PRECAUTIONS: The nurse should know how to combat potassium toxicity. The administration of a 
calcium salt intravenously may exert a temporary salutary effect on the myocardium. Injection of 
glucose and insulin, which cause a rapid deposit of potassium and glycogen in the liver, is another 
method. Cation exchange resins which have a high affinity for potassium may be ordered. There may 
also be a need to use an artificial kidney. 





HP ACTHAR GEL HORMONE 





DESCRIPTION: This is a ‘new, highly purified, repository ACTH preparation, which may be given 
subcutaneously or intramuscularly. It is purified corticotropin, or ACTH, in special gelatin, which 
produces rapid action and a prolonged effect. It has an extremely low solids and foreign protein con- 
tent and liquefies rapidly, affording greater ease of administration. It is stable at room temperature 
and requires no refrigeration. 

ACTION AND EFFECTS: ACTHAR GEL stimulates secretion of all the adrenocortical hormones con- 
sidered to be vital factors in the body’s defense against a wide variety of stresses. The drug seldom 
produces immediate sensitivity reactions in patients and lacks any significant refractoriness. 
USES: ACTHAR GEL is useful in the treatment of collagen or connective tissue, diseases, such as 
rheumatoid arthritis and spondylitis, acute rheumatic fever, acute lupus eryhthematosus, and periar- 
teritis nodosa; and for hypersensitivities such as bronchial asthma, hay fever, drug sensitivities, con- 
tact dermatitis, and urticaria. It is also used for inflammatory conditions of the skin, such as pemphi- 
gus, exfoliative dermatitis, and urticaria; inflammatory diseases of the eye; inflammatory conditions 
of the intestinal mucosa, such as ulcerative colitis; metabolic disorders, including acute gouty arth- 
ritis; secondary adrenal hypofunction; nephrotic syndrome; acute alcoholism and delirium tremens; 
acquired hemolytic jaundice; acute lukemia; and radiation sickness. 


O O PREPARATIONS: HP ACTHAR GEL is supplied in potencies of 20, 40 and 80 Armour Units per 
cc. in 5 ec. multiple-dose vials. It is also available in a disposable cartridge syringe of 40 units per 
ee, 


DOSAGE AND ADMINISTRATION: This drug is administered by subcutaneous or intramuscular in- 

jection, with no massage required after the injection. If a dose of less than 80 units of the drug is 

ordered, the dose can be given in a single injection, but a larger dose requires the drug be adminis- 

tered in two equal doses, 12 hours apart. 

TOXICITY: This drug should not be used if the patient suffers from a chronic glomerulonephritis, 

Cushing’s syndrome, an active or recently healed peptic ulcer, or tuberculosis. 

PRECAUTIONS: In administering this drug it is good nursing procedure to rotate sites of injection. 
O Effects of overdosage are seldom encountered if toxic manifestations are immediately reported and 

dosage is immediately lowered or therapy discontinued. 
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CHLORMERODRIN DIURETIC 


DESCRIPTION: Also known as Neohydrin, it is a white, odorless powder with a bitter, metallic taste, 
marketed in tablets containing 10 milligrams of mercury. 

ACTION AND EFFECTS: The primary action of this mercurial diuretic is to depress tubular mech- 
anisms responsible for the active reabsorptive transport of certain ions. The advantage of organic 
mercurials over inorganic compounds is that they are primarily and rapidly excreted by the kidney. 
USES: Mercurial diuretics are used chiefly in th treatment of cardiac edema. Good results are 
sometimes obtained in chronic nephrosis, the nephrotic stage of glomerulonephritis, and ascites re- 
sulting from liver cirrhosis or portal obstruction. 

PREPARATIONS: Chlormerodrin is marketed in tablets containing 18.3 milligrams of the drug with 
10 milligrams of mercury. 

DOSAGE AND ADMINISTRATION: This compou d was designed for oral administration only. The 
usual dose is one to four tablets, depending on th severity of the edema and the response of the 
patient. Because Chlormerodrin may produce som of the untoward effects associated with the oral 
administration of organic mercurials, many patien cannot tolerate the drug. Other patients require 
supplemental therapy with a parenteral preparation. 

TOXICITY: Chlormerodrin may have a fatal effec but only when administered intravenously. There- 
fore, this oral preparation is not implicated. 

Allergic symptoms may occur, regardless of th route of administration, and include such mani- 
festations as flushing, pruritis, urticaria, a dermatitis which may subsequently become exfoliative, 
fever, nausea, and vomiting. It is a common practice to give a test dose of a mercurial diuretic 24 
hours before the initial full therapeutic dose. Th will determine whether the patient is hypersensi- 
tive to the drug. In some instances depression of he bone marrow may follow the use of mercurial 
diuretics; neutropenia and agranulocytosis have also been reported. Gastrointestinal irritation is a 
complication of oral administration, but the symptoms are usually mild, consisting of nausea and fre- 
quent bowel movements; occasionally they includ vomiting, abdominal pain, and diarrhea. The in- 
cidence of such reactions is greater in ambulatory than in hospitalized patients. 

Excessive use of mercurial diuretics may result in depletion of extracellular electrolytes, followed 
by weakness, somnolence, muscle pains, and even shock. In rare instances the diuretic response to 
mercurials is so marked that anhydremia develops and the hematocrit and viscosity of the blood rise. 
This may give rise to thromboembolic complications, including cerebral thrombosis, in elderly patients. 

Rapid mobilization of edema fluid may result in excessive loss of potassium. The signs and symp- 
toms of digitalis intoxication occur in patients who receive the latter medication. 

PRECAUTIONS: The most serious untoward effect of the mercurial diuretics is renal insufficiency. 
This not only presents the danger of systemic mercury poisoning (because of inadequate excretion 
of the drug), but it also includes the possibility of aggravating the existing renal lesion. 

The nurse should remember that the diuretic response to mercurials usually starts within two 
or three hours after their administration and ceases after 12 to 24 hours. Since diuresis is most co- 
pious in its early stages, the drug should be given in the morning to allow the patient an uninter- 
rupted night’s rest. In edematous individuals, as much as 10 liters of urine may be excreted following 
a single injection of the diuretic. 








AMMONIUM CHLORIDE DIURETIC 


DESCRIPTION: Salts which produce acidosis are effective diuretics; their action is greater than 
would be expected from their osmotic effect. The ammonium salts owe their acid-forming properties 
to the fact that the ammonium is converted in the body to urea, leaving excess chloride which dis- 
places bicarbonate ions. 

ACTION AND EFFECTS: As a result of the increase in the chloride concentration of the extracellu- 
lar fluid, the chloride load to the tubules is increased, causing an appreciable amount to escape re- 
absorption, together with an equivalent amount of cation and an iso-osmotic quantity of water. 
USES: Acid-forming salts have very limited value as primary diuretics, their chief value being their 
ability to be used in combination with mercurial diuretics. By increasing the concentration of extra- 
cellular chloride, they make possible the action of the mercurials. The decision to use an agent such 
as Ammonium Chloride depends upon the degree to which it will aid mercurial diuresis and upon 
the patient’s salt tolerance. 

The chief value of Ammonium Chloride is in combination with mercurial diuretics. If the re- 
sponse to mercurials alone is satisfactory, the acid-forming salt may be unnecessary. 

The drug is also prescribed for tight coughs. The exact manner in which Ammonium Chloride 
acts as an expectorant is not known, but some claim that the gastric irritation caused by ammonium 
salts induces reflex bronchial secretion. It is probable that some of the beneficial action of the am- 
monium salts is actually due to the ingestion of water, which is usually prescribed to accompany the 
cough medicine containing the salt. 

PREPARATIONS: Ammonium Chloride is marketed in enteric-coated tablets or capsules for diuresis. 
DOSAGE AND ADMINISTRATION: When employed as diuretics, the ammonium salts are ordered in 
a dose which varies from eight to 12 Grams daily, given in divided doses, with meals. Ammonium 
Chloride is administered for tight coughs in doses of 0.3 to 0.5 Grams, once every hour or two. It is 
usually placed in a syrup, usually cherry-flavored, to disguise its taste. At least one glass of water 
should be prescribed with each dose of Ammonium Chloride. 

TOXICITY: Ammonium Chloride should not be used when renal function is markedly impaired (as 
it is in chronic nephritis), because it may produce uncompensated acidosis. 

PRECAUTIONS: The nurse must remember to administer Ammonium Chloride enteric-coated tablets 
in order to minimize the danger of gastric irritation. When gastric irritation does occur, nausea and 
vomiting commonly occur. 
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What do nurses think about their 
professional organizations? 

What influences their membership in 
such groups? 

Part VI of a survey of graduate 
nurses in a metropolitan area answers 
these questions in regard to 
professional organizations in general, 
and the A.N.A., in particular. 


the 

Graduate Nurse 

and Her Professional 
Organizations 


By IRWIN DEUTSCHER 
Director, Reseach in Health 


_ Figure 1 
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STATUS 


N a previous article an attempt 
| be made to estimate the de- 
gree to which nurses participate in 
the affairs of the larger commun- 
ity, using the number of nonpro- 
fessional clubs and organizations 
to which they belong as the yard- 
stick. In this, the sixth article based 
on a study financed by the Amer- 
ican Nurses’ Foundation, we shall 
determine, by using a similar rule 
the attitude of nurses toward pro- 
fessional organizations and their 
membership in them—the extent of 
their involvement with the affairs 
of the nursing community. We use 
the term professional organizations 
here to signify those organizations 
which require their members to be 
nurses. 

The assumption made in this 
study is that participation in pro- 
fessional organizations is a rough 
index of the extent to which the 
nurse is bound to her profession, 
regarding nursing as a profession, 
not merely as a job. In other words, 
the extent of professional involve- SOURCE TABLE 61, BTATIOT.CAL SUPPLEWENT 
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ment is reflected in membership in 
professional organizations. 


Attitudes Toward 
Professional Organizations 

When asked whether they think 
all nurses should belong to a pro- 
fessional organization, that these or- 
ganizations are not worth the time 
and money required, or that pro- 
fessional organizations are all right 
for those who want to join them, 
most nurses check this statement: 
“I think every registered nurse 
should hold membership in some 
professional organization.” (This 
statement appears, along with the 
other two possible statements, at the 
bottom of figure 1.) However, the 


attitudes of the various segments 
of the nurse complement toward 
Figure 3 
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professional organizations differ. 
As might be expected, nurses who 
work full time are more interested 
in professional organizations than 
these who do not work at all, and 
the part-time nurse falls between 
these positions. Figure 1 shows that 
few nurses in any category hold the 
extreme view that professional or- 
ganizations are not worth the time 
or the money involved. 

Income and age both influence 
the nurse’s opinion about profes- 
sional organizations. The older the 
nurse and the higher her salary, 
the more favorable she is inclined 
to be toward such organizations. 
Yet there is more than an acci- 
dental relationship between the dis- 
tributions in figures 2 and 3, since 
age and income are not independ- 
ent of one another; those who are 
older tend to make more money. 

If a sense of professional identi- 
fication (through membership in 
professional organizations) is a goal 
of nursing today, it is significant 
that only 59 per cent of the young- 
est group of nurses queried have 
really positive feelings about such 
organizations. 

That these young graduates did 
not develop a more favorable at- 
titude during their nursing educa- 
tion may be considered by some 
a reflection on nursing educators, 
for apparently the young group 
has not been taught the value of 
professional organizations. 

A married woman in our society 
apparently places her family role 
above all others—including work 

and this is bound to apply to 
married nurses. Weight is lent to 
this hypothesis by the fact that 
the proportion of unmarried nurs- 
es who think all registered nurses 
should hold membership in a pro- 
fessional organization is twice the 
proportion of those having a neu- 
tral or extreme negative attitude. 

Another hypothesis contrasts un- 
married nurses living with other 
nurses and those who live alone 
or with nonnurses. Since nurses 
who live together are less likely to 
belong to nonprofessional clubs or 
organizations and are, therefore, 
active in the affairs of the 
larger community, we might expect 
that they would tend to be more 
interested in the affairs of the 
nursing community. As a matter 
of fact, they are relatively more 
positive in their attitude toward 
professional organizations than are 


} 
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nurses who do not live with other 
nurses. Although 30 per cent of 
the unmarried nurses in the com- 
plement live with other nurses, 
they account for only 10 per cent 
of those who “don’t think profes- 
sional organizations do enough 
good to make them worth the mon- 
ey or time they take.” The other 
90 per cent with this negative at- 
titude consists of unmarried nurses 
who do not live with other nurses. 

There is, however, a general re- 
lationship between participation in 
the affairs of the larger communi- 
ty and a favorable attitude toward 
the affairs of the professional com- 
munity, as seen in figure 4. A high 
percentage of those who do have 
a negative attitude towards pro- 
fessional organizations do not be- 
long to any nonprofessional clubs 
or organizations while about half 
of those who have favorable atti- 
tudes toward professional organi- 
zations belong to one or more non- 
professional clubs. 

There is a great deal of varia- 
tion in opinion regarding profes- 
sional organizations, depending on 
the fields the nurses are in. For 
instance, office nurses appear to 
be least committed to professional 
organizations; fewer than half of 
them express the belief that every 
nurse should hold membership. 
This is in contrast (figure 5) with 
the more than 90 per cent of nurs- 
ing educators who express this be- 
lief. 


Membership in Professional 
Organizations 

Up to this point we have been 
discussing opinions. But how about 
behavior? How many nurses ac- 
tually belong to professional or- 
ganizations? Do those who are in- 
terested in professional organiza- 
tions actually join them? As might 
be expected, there is a relationship 
between opinions about profession- 
al organizations and membership 
in them (figure 6). However, the 
important thing indicated in fig- 
ure 6 is that nearly half of all 
those who belong to no profession- 
al organization state that “every 
registered nurse should hold mem- 
bership in some professional organ- 
ization.” (Less than 10 per cent 
of the nonmembers hold negative 
attitudes toward professional or- 
ganizations.) This seems to indi- 
cate that there are many more po- 
tential members than actual num- 
bers in professional nursing organ- 
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When expressed opinions are 
compared with the actual mem- 


bership, several interesting results 
become apparent. For example, ob- 
serve in figure 7 the relationship 
between membership and the vari- 
ous fields of nursing. Comparing 
opinions (as reflected in figure 4) 
with behavior (as reflected in fig- 
ure 7), we find that the fields do 
not rank in the same order. Office 
nurses have the least positive at- 
titude, with only 48 per cent claim- 
ing that every nurse should belong 
to a professional organization. But 
63 per cent actually do belong to 
at least one such organization, 
thus causing office nurses to rank 
well above those in general duty, 
industrial, and miscellaneous nurs- 
ing positions in terms of actual 
membership in spite of the fact 
that nurses in these other fields 
tend more often to express favor- 
able opinions. 


At the other extreme we have 
the nursing educators. Although 
they are by far the most expres- 
sive in their positive opinions—91 
per cent think all nurses should 
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belong to such an organization—a 
slightly smaller proportion (87 per 
cent) actually holds membership 
in one or more professional groups 
Administrators, private duty, and 
public health nurses all show high 
er membership rates than do edu 
cators. 

Age, marital status, and labor 
force status are all apparently re- 
lated to professional involvement, 
as measured by membership in 
professional organizations. Figure 
8 shows that membership reached 


its peak in the 40-49-year age 
group. 
Unmarried nurses and_ those 


working full time are most likely 
to hold membership in at least one 
professional group. The smallest 
percentage of members in one or 
more professional organizations is 
found in the youngest group of 
working nurses. 

In figure 9 it can be seen not 
only that working nurses are much 
more likely to hold membership 
in three or more professional or- 
ganizations, but also that the oc- 
casional working nurse continues 
to present us with anomalous find- 
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ings. The information in the graph 
adds to the evidence that she is 
an extremely active person, the ex- 
tent of her membership in profes- 
sional organizations approaching 
that of the full-time nurse and ex- 
ceeding, strangely enough, that of 
the part-time nurse who has a reg- 
ular job. 


Job stability, indicated in figure 
10, is also an important factor. 
Half of those in the higher-mobil 
ity group (averaging more than 
one job per year) belong to no 
professional organization, while 
this is true of only a fourth of the 
lower-mobility group. This sug 
gests that the nurse who stays with 
her job is the one who participates 
in her professional organizations; 
it is not surprising that the job 


hoppers are less involved with 
their profession than those who 
find a_ satisfactory position and 


stick with it. In general the data 
indicate that nurses who belong to 
professional organizations are the 
same ones who belong to nonpro- 
fessional organizations or, by im- 
plication, nurses who participate in 
the affairs of the larger communi- 
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ty are, by and large, those most 
professionally involved. 
Membership in professional or- 
ganizations is apparently affected 
by socio-economic background. 
This does not mean that those with 
higher -status backgrounds are 
more likely to join professional or- 
ganizations than those with lower 
status backgrounds, but they tend 
to belong to a larger number of 
organizations than do their lower- 


status colleagues. This may be due 
largely to cultural traditions of the 
upper-middle class, which custo- 
marily call for membership in a 
wider variety of formally organ- 
ized activities than do the cultures 
of the lower-middle and lower 
classes. That membership is also 
clearly related to income can be 
seen in figure 11: The more mon- 
ey a nurse earns, the more likely 
she is to belong to at least one 
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Figure 6 


NUMBER OF PROFESSIONAL ORGANIZATIONS IN WHICH REGULARLY EMPLOYED 
NURSES HOLD MEMBERSHIP ACCORDING TO OPINIONS REGARDING 
PROFESSIONAL ORGANIZATIONS 
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more. 
The Specific Case of the A.N.A. 


Up to this point the article has 
been concerned with a general dis- 
cussion of nurses’ opinions about 
professional organizations and 
their membership in such organi- 
zations. Now let’s consider the 
case of a major nursing organiza- 
tion—The American Nurses’ Asso- 
ciation. What is the relationship 
between A.N.A. membership and 
the other characteristics of the 
nurse as revealed by this survey? 
Although, at first glance, it may 
be surprising that less than half 
of all nurses hold membership in 
the A.N.A., an explanation for 
this situation is provided by figure 
12. 

Only 19 per cent of nonworking 
nurses hold membership in the A. 
N.A., while more than two-thirds 
of those employed full time are 
members. The higher membership 
rate for the part-time, occasional 
nurse compared with the part-time, 
regular nurse can be explained, at 
least in part, by the fact that the 
occasional workers are concentrat- 
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ed in private duty and therefore 
dependent upon the district regis- 
try. And to be listed on the dis- 
trict registry, a private duty nurse 
must hold A.N.A. membership. As 
would be anticipated, A.N.A. 
members tend to have a more fav- 
orable attitude toward professional 
organizations than _ non-A.N.A. 
members. However, it is interesting 
to note that 38 per cent of the 
nonmembers think that every reg- 
istered nurse should hold member- 
ship in some professional organi- 
zation. Does this mean that these 
nurses belong to some organiza- 
tion other than the A.N.A.? Ap- 
parently some of them do. Of all 
regularly employed nurses who be- 
long to one or more professional 
organizations, 13 per cent are not 
A.N.A. members. Nearly 80 per 
cent of these nurses belong to only 
one professional organization as 
contrasted to the A.N.A. members, 
over half of whom belong to two 
or more such organizations. 

The age distribution of A.N.A. 
members does not differ signifi- 
cantly from the general age distri- 
bution of the nurse complement, 
but marital status seems to have 
an important bearing on A.N.A. 


membership. Figure 13 shows that 
even though they are working reg- 
ularly, only slightly more than half 
of all married nurses hold mem- 
bership. On the other hand, three- 
quarters of the unmarried nurses 
are A.N.A. members. Although it 
is of some interest that there is a 
slightly larger proportion of Pro- 
testants than Catholics in the 
A.N.A., probably the most strik- 


ing argument in favor of A.N.A. 
membership is found in a compar- 
ison of income between members 
and nonmembers (figure 14): 
A.N.A. members make more mon- 
ey than do nonmembers. This does 
not mean that a nurse receives a 
raise merely because she joins the 
A.N.A. Rather, it is an indication 
that more professionally involved 
nurses join their professional as- 
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sociations, and people who take 
their profession and their career 
seriously are probably more likely 
to receive higher salaries. A quar- 
ter of the A.N.A. members are 
earning more than $4,000 a year, 
whereas only nine per cent of the 
nonmembers earn this much. At 
the other extreme is the 18 per 
cent of A.N.A. members earning 
$3,000 or less; but over 38 per cent 
of nonmembers find themselves in 
the lowest pay bracket. 

Another bit of evidence relates 
job stability with occupational 
commitment: The less mobile a 
nurse is, jobwise, the more likely 
she is to hold membership in the 
A.N.A. Well over half of those in 
the high-mobility group are mem- 
bers. 

A study of the fluctuation of 
A.N.A. membership in various 
fields of nursing reveals that over 
half of the office, general duty, 
and industrial nurses do not hold 
membership in the A.N.A., while 
92 per cent of those in public 
health, and over 80 per cent of 
those in private duty, administra- 
tion, and nursing education are 
A.N.A. members. 

It may be suggested that private 
duty nurses have a high member- 
ship rate because they have no al- 
ternative if they wish to continue 
to work. Although there can be 
little doubt that private duty nurs- 
es, like most other Americans, re- 
sent being told that they must join 
an organization, this does not 
mean that they would not join if 
they had a free choice. As a mat- 
ter of fact, there is evidence in this 
report that these nurses do not 
join the A.N.A. out of compulsion, 
but, rather, because they feel that 
they should—figure 5 shows that 
84 per cent of the private duty 
nurses feel that every nurse should 
belong to a professional organiza- 
tion. Eighty-six per cent of the ad- 
ministrators, 88 per cent of the 
public health nurses, and 91 per 
cent of the nursing educators 
share the same opinion, while 
nurses in six other major fields 
are somewhat less favorably dis- 
posed. 

When we consider that only 67 
per cent of all working nurses feel 
that every nurse should belong to 
a professional organization, the 
fact that 84 per cent of private 
duty nurses feel this way seems 
to indicate that they are, collec- 
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tively, more favorably disposed to- 
ward such organizations than their 
average nursing sister. Only four 
per cent of the private duty nurs- 
es—compared with 13 per cent of 
industrial nurses—are of the opin- 
ion that professional organizations 
are not worth the time and money 
required. There is little doubt that 
although they possibly resent com- 
pulsory A.N.A. membership, pri- 
vate duty nurses are among the 
staunchest supporters of profes- 
sional nursing organizations, both 
in their attitudes and behavior. 


Summary 


Only a small percentage of grad- 
uate nurses in the Kansas City 
area expressed negative attitudes 
toward professional nursing organ- 
izations; most were favorably dis- 
posed, although a sizeable group 
was neutral. Full-time working 
nurses were more favorably dis- 
posed toward such organizations 
than their part-time colleagues or 
those who were not working at all. 
Both income and age were found 
to be directly related to positive 
attitudes toward professional or- 
ganizations, with larger propor- 
tions of older and higher paid 
nurses expressing such attitudes. 
Little more than half of the young- 
est group of nurses, including the 
recent graduates, had favorable at- 
titudes. Single nurses and those 
living with other nurses were more 
inclined to join professional organ- 
izations than were married nurses 
and those who did not reside with 
other nurses. 

Wide variations in attitudes to- 
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ward professional organizations 
were found among the different 
fields of nursing, with office nurses 
expressing the most negative opin- 
ions and nursing educators the 
most favorable. There was a re- 
lationship established between 
opinions about professional organ- 
izations and actual membership in 
them, although some divergences 
did occur. Even though office 
nurses had the least favorable 
opinion of professional organiza- 
tions, nearly two-thirds of them 
held membership in such organi- 
zations. It is interesting that near- 
ly half of those nurses who did 
not belong to any professional or- 
ganization believed that every 
nurse should belong to such an or- 
ganization. 


Figure 13 
A.N.A. MEMBERSHIP AND CURRENT MARITAL 
STATUS OF REGULARLY WORKING NURSES 
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Age, marital status, and labor 
force status are all related to the 
extent of professional organization 
membership. The peak member- 
ship group was found to be in the 
40-49-year-old bracket, and lowest 
participation in professional organ- 
izations occurred among the 
youngest group of nurses. The un- 
married and the full-time working 
nurses were most likely to be in 
professional organizations, al- 
though participation in these or- 
ganizations was unexpectedly high 
among part-time, occasional work- 
ers. It was also found that the 
nurse who changed jobs frequently 
was less likely to belong to profes- 
sional organizations than the one 
who stayed with her job. Nurses 
with higher socio-economic back- 


grounds were most likely to belong 
to several professional organiza- 
tions, as were those in the higher 
income brackets. 

Turning to a specific organiza- 
tion—the A.N.A.—it was discov- 
ered that than half of the 
graduate nurses in the area were 
members, although labor force 
status modified this finding: Over 
two-thirds of the full-time work- 
ing nurses were A.N.A. members. 
Only slightly more than half of 
the married nurses, even though 
they were working regularly, had 
A.N.A. membership, but three- 
quarters of the regularly working 
unmarried nurses were members. 
A.N.A. members usually made 
more money and were more stable 
jobwise. Finally, it was shown that 
a large proportion of public health 
nurses, private duty nurses, admin- 
istrators, and nursing educators 
belonged to the A.N.A., while less 
than half of the office nurses, gen- 


less 


eral duty nurses, and industrial 
nurses did. 
Having discussed the occupa- 


tional characteristics of the metro- 
politan nurse complement, we are 
now ready to turn to some of the 
educational characteristics of grad- 
uate nurses. In the remaining ar- 
ticles of this series we shall dis- 
cuss the kinds of schools nurses 
attended and how much and what 
kind of education they received 
after graduation, as well as the 
length of the programs under 
which they obtained their nursing 
education, college degrees and 
their impact, and the opinions of 
the nurses towards current trends 
in nursing education. 


Figure 14 
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CLASSIFIED 
ADVERTISING 


20 cents per word, minimum 
charge $6.00. Capitals, or bold 
face, $2 per line extra. Lines of 
white space, $2 per line extra. 
Telephone orders not accepted. No 
agency commission allowed. Clos- 
ing date for advertisements: 15th 
of 2nd month preceding publica- 
tion date. Advertisements which 
arrive too late for insertion in one 
issue will automatically go into 
the next issue unless accompanied 
by instructions to the contrary. 
The publishers reserve the right 
to refuse or withdraw any adver- 
tising, at their discretion, without 
advance notice. Send ads with re- 
mittance to: Classified Ads, Nurs- 
ing World, 480 Lexington Ave., 
New York 17, N. Y. 











CLINICAL INSTRUCTOR in medical nurs- 
ing. Degree preferred. New 300-bed hos- 
pital Affiliated with Upsala College 
Teaching of students shared with three 
other instructors. 40-hour week, 28 days 
vacation, 8 paid holidays. Position avail- 
able immediately Apply Director of 
Nurses, Clara Maass Memorial Hospital, 
3elleville, New Jersey 


DO YOU WANT TO WRITE 
for the Nursing Profession 
EDITORIAL ASSISTANCE 

is now being offered by an experienced 
editor and writer. Diagnosis and consul- 
tation will be given on any articles or 
manuscripts which you are preparing 
for publication. Fee is based on service 
given. For further information, write to: 
Mrs. Deborah MacLurg Jensen, R.N., M.A., 
530 North Union, St. Louis 8, Mo. 


DIRECTOR—-NURSING SERVICE 
AND EDUCATION 
300-bed general hospital, with 150-stu- 
dent School of Nursing, and expansion 
program in progress, needs Director of 
Nursing to be responsible for Nursing 
Service and School of Nursing. Appli- 
cants should be in excellent health, be- 
tween approximate ages of 35-45 and 
of Protestant faith. Liberal salary range 
and employees benefits. Excellent work 





ing conditions in one of Midwest's fore- 
most institutions, centrally located in 
city and convenient to outstanding resi- 


dential and shopping facilities. Contact 
Personnel Director, Milwaukee Hospital, 
2200 West Kilbourn Avenue, Milwaukee 
3, Wisconsin 


DIRECTOR—NURSING SERVICE: 60-bed 
general hospital, fully accredited, ex- 
pansion program, liberal salary range 


and employee benefits. Midwest—popula- 
tion 10,000. Rail and bus connections 
sxcellent to larger cities. (Contact Ad- 


ministrator, Lawrence County Memorial 
Hospital, Lawrenceville, Illinois) 


PSYCHIATRIC SUPERVISION: Opportuni- 
ties for head nurses, evening and night 
supervisors following day orientation 
Hospital for rapid treatment. 250 beds 
University teaching unit. Large student 
nurse program including affiliates. Sal- 
ary dependent on preparation and ex- 
perience Excellent living, Gulf Coast 
City. Good personnel policies. Staff nurs- 
es also needed. Write: Director, Nursing 
Service University of Texas, Medical 
Branch, Galveston, Texas 
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SUPERVISOR, O.R. & GENERAL DUTY 
NURSES. Positions in general hospital, 
suburb of Washington, D.C. New air- 
conditioned wing, piped-in oxygen, 
nurse-patient intercom, 40-hour week, 
merit increases. Nearby universities for 
continued education. Surburban Hospital, 
Bethesda, Md. 

WANTED: PEDIATRIC NURSES. Interested 
in total pediatric experience, 100-bed 
service in University teaching hospital. 
Experience includes premature, isolation, 
surgical, specialties, in addition to gen- 
eral pediatric nursing. Active inservice 
participation. Salary: For rotation, $290 
per month Evening or night, $304. New 
air-conditioned hospital, good personnel 
policies, recreational facilities abundant. 
Apply: Director, Nursing Service, Univer- 
sity of Texas Medical Branch Hospitals, 
Galveston, Texas. 


WANTED: Registered Medical Record Li- 
brarian for 152-bed general hospital, 
plus 36 bassinets, averaging 20 admis- 
sions and 20 discharges per day. Must 
take minutes at all doctors’ meetings and 
Board of Trustees’ meetings. New cheer- 
ful department complete in every man- 
ner for medical records, including 3 typ- 
ists and file clerks. The starting salary 
is at least $400.00 per month with full 
maintenance; living quarters in beautiful 
nurses home with all private rooms. 
Opportunities for salary advancement. 
Hospital is located 36 miles from New 
York City and is served by D.L.&W.R.R. 
and the Greyhound Bus Line. Apply Do- 
ver General Hospital, Jardine Street, Do- 
ver, N.J. clo C. T. Baker, Director. 


REGISTERED NURSES: Responsible posi- 
tions open. Beginning salaries from 
$290.00 to $315.00; guaranteed salary 
increases each six months. Newly remod- 
eled, air-conditioned, 35-bed general hos- 
pital. More than customary fringe bene- 
fits. Apply to Ed Moore, Administrator, 
Caney Valley Hospital, Wharton, Texas, 
for details. 


DIRECTOR OF NURSES: B.S. degree in 
Nursing Education and experience or 
Masters Degree Salary open. 40-hour 
week. Good personnel policies. Hospital 
fully approved by J.C.H.A. Dixon Public 
Hospital, Dixon, Il 








| = ee EMBLEMS 
(A) Front car 
plate, or (B) embiem to attach on 
license plate. Available for 
Registered Nurse, Practical 

Nurse, Hospital Technician, 

or Medical Technician. At- 

tractive aluminum, _rust- 

proof. $2.98 each. Also 
available: Lapel Pin $1.50, 

Cuff Links $2.98. Gold 

finished, lacquered. Money 

back guarantee. 

STADRI CO., 
Dept. NW3, Whitestone, N.Y. 











EDUCATIONAL DIRECTOR: Responsible for 
formal curriculum planning for Diploma 
Program with 100 students. B.S. or M.S. 
degree in Education. Apply: Sister M. 
Huberta, Director, St. Elizabeth School 
of Nursing, Lafayette, Indiana 








GRADUATE NURSES: Employment availa- 
ble in a new $13,000,000 hospital. Salary 
$3,700 per year, additional increases 
$100 a year for 5 years. Dinner and 
laundry, 40-hour week, liberal vacations, 
sick time and holidays. Inquire Director 
of Nursing, Martland Medical Center, 
Newark 7, N.J 


SUPERINTENDENT: For 70-bed hospital, 
directly responsible to administrator of 
tri-hospital system. Salary commensurate 
with experience and ability. Write Leon 
Bennet-Alder, North Country Hospitals 
Incorporated, Gouverneur, New York. 





OPERATING ROOM SUPERVISOR: 200-bed 
hospital, 40-hour week. Salary commen- 
surate with experience and qualifica- 
tions. Apply to Directress of Nurses, St. 
Mary's Hospital, West Palm Beach, Flori- 
da 


STAFF NURSES: 200-bed hospital, 40- 
hour week. Vacancies for graduate and 
practical nurses for Operating Room, 
Recovery Room, Obstetrics, Emergency 
Room, Delivery Room, Medical and Sur- 
gical Nursing Apply to Directress of 
Nurses, St. Mary's Hospital, West Palm 
Beach Florida. 





IMPORTANT NOTICE 


In September 1957, some changes were made in the publishing 
dates of NURSING WORLD. The September-October issues were 
combined. Following publication of the combined issue, the maga- 
zine was placed on a bi-monthly schedule. 
March 1958 issue, NURSING WORLD is back on a regular 
monthly schedule. Your subscription will be automatically extended 


by two months so you'll be sure to receive the full number of issues 


November 1957 and the January 1958 issues. 





due but not published. Specifically, the numbers omitted were the 


Beginning with the 
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ENCOURAGEMENT 
OF 
PROGRESS 





The American Cancer Society’s annual Spring Crusade is 
the climax of its year-round attack on cancer through 
research, professional and lay education, and service to 
the stricken. A study of the cancer scoreboard indicates 
that steady progress is being made. More and more lives 
are being saved. Progress encourages more progress. 


Earlier diagnosis, new methods of treatment and a 
greater public awareness have contributed to this progress. 
It is often said that the life of the cancer patient is in the 
hands of the first physician he consults. The Society, there- 
fore, conducts a broad professional education program, 
making available to doctors, through literature, films, 
exhibits, and other materials, information on the latest 
advances in detection, diagnosis and treatment. 


As the Society aids the doctor, so does its large corps of 
volunteers aid the cancer patient with dressings, transpor- 
tation, home care, medication and a host of other vitally 
needed services. 


For the past two years, the theme of the Society’s annual 
Crusade has been “Fight Cancer with a Checkup and a 
Check.”” That Americans everywhere are learning the value 
of the annual health checkup in the fight against cancer, is 
evidenced by the fact that doctors report they are now 
seeing more cancer in its earliest stages than ever before. 


That American men and women have a personal stake 
in the program of the American Cancer Society is demon- 
strated by the public’s generous support of the Crusade. 
This year the goal is $30,000,000 and we are confident that 
our people will meet the challenge... will “fight cancer 
with a checkup and a check” in the encouragement of 
further progress. 


Lowell T. Coggeshall, M.D., President 


American Cancer Society 








Your hands need the extra richness of 

Pacquins Hand Cream...made especially for you! 
For extra-dry skin, Pacquins Hand Cream gives you extra 
richness ...lanolin-richness. Pacquins gives more hands 
more protection than any other hand cream in the world. 
Pacquins soothes and smoothes...never greasy or 

sticky; vanishes quickly. 


Paequins was originally formulated for professional use only. 


On 





sale at all drug counters in U. S. and Canada 











